
  

  
  

The   Right   Choice   Home   Care   
  
  

Employee   Physical   Self   -   Evaluation   Form   
  
  
Employee   Name:   -----------------------   

  
  
Does   the   associate   have   any   physical   condition,   or   any   other   condition,   which   would   
limit   his/her    ability    to   perform    essential    functions?   

Yes      □ No   □   

If    yes,   indicate   specific   restrictions   or   accommodations: _   
  
  

  

  
  

  

  
  

Employee   (Print) Date   
  
  
  

  
  

Employee   (Signature) Date   
  
  
  
Witness   (Signature)     · Date   

  
Capable    of    lifting    20-25    lbs  Yes    □   

No    □  
  
  

  

Do   you   have   any   allergies?  Yes     □  
No     □           

  

If   yes,   please   explain           
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